Conclusions: Based on this cohort review, CRS was not a highly sensitive or specific tool to discern the need for HFNC. Initiation of HFNC within the ED has shown to be an effective rescue modality for some patients in respiratory distress, but also requires costlier equipment and higher likelihood of PICU observation. It is therefore critical to develop a clinical support tool to help guide providers in the usage of HFNC in the ED. Additional refinement and validation of components within CRS (or other respiratory scoring tools) should be explored in order to establish guidelines and best practices for initiating HFNC therapy.
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Racial Disparities in Pediatric Mental HealthRelated Emergency Department Visits: A 5-Year Multi-Institutional Study Abrams A, Badolato G, Goyal M/Children's National Medical Center, Washington, DC Study Objectives: Mental health disorders are among the most common diseases of childhood, with an estimated 17.1 million children in the US affected by a psychiatric disorder. Between 2-5% of all ED visits among children are related to mental healthrelated concerns, and rates are increasing nationally. It is also known that minority children have less access to needed mental health services than non-minority children. This study aims to test the hypotheses that 1) minority children have higher rates of mental health-related ED visits than non-minority children, and 2) rates of ED visits for mental health-related complaints in minority children are increasing more than rates in non-minority children.
Methods: We performed a retrospective cross-sectional study using Pediatric Health Information System (PHIS) data from 2012 through 2016. We included children 21 years old with an ICD-9/10 diagnosis for a mental health illness. Using US census data, we determined annual mental health-related visit rates overall and by race/ethnicity (non-Hispanic [NH] white, NH black, Hispanic, and NH Other). We performed logistic regression to report racial/ethnic differences in mental health-related ED visits and performed linear regression to measure racial/ethnic differences in visit trends over time.
Results: There were 293,198 patients with mental health-related diagnoses in pediatric EDs (58,640/year). The mean age was 13.3 (SD 3.9) years and the majority were publicly insured (54.7%). Compared to NH white children (51.5 per 100,000 population), NH black (78.4; OR 1.5, 95% CI 1.5, 1.5) and NH Other (79.2; OR 1.5, 95% CI 1.5, 1.6) children had higher rates of mental health-related diagnoses. Rates of mental health-related visits increased over time with 50.4 visits per 100,000 children in 2012 compared to 78.5 in 2016 (p¼0.003) . When stratified by race/ethnicity, mental health-related PED visits increased at a higher rate among NH black (b¼11.9) when compared to NH white (b¼6.6) children (p < 0.05) (Figure) .
Conclusions: Rates of mental health-related visits to PEDs continue to increase. Furthermore, children of NH black race/ethnicity have higher rates of mental healthrelated ED visits and these rates are increasing at a higher rate than NH white children. Absent other resources in the community, these results indicate a need for increased capacity of PEDs to manage mental health-related complaints, especially among minority populations. Study Objectives: Asthma is one of the leading causes of childhood emergency department (ED) visits and hospitalizations in the U.S. In Camden, New Jersey, pediatric asthma-related hospitalizations nearly doubled between 2002-2012. Our goal was to identify patient-centered interventions that hold the most promise for reducing asthma-related pediatric acute care utilization.
Methods: The study was conducted in 3 phases using sequential mixed methods. Phase 1 was a cluster analysis of claims data from 3 Camden City hospitals that identified groups of patients with similar patterns of acute care utilization. Phase 2 involved 4 focus groups of 5-9 children or their caregivers. Participants were chosen through Camden's Health Information Exchange (HIE) and represented either the low-or high-utilizer clusters found in Phase 1. Focus groups discussed the community's perspective regarding challenges to controlling asthma and ways to reduce asthma-related ED use and hospitalizations. In Phase 3, an expert panel of key stakeholders was presented with the results of Phases 1 and 2, and rated a set of interventions to implement in Camden.
Results: Our analysis of hospital data for 6,007 patients in Camden City hospitals found 5 groups of asthmatic children who use the health care system in distinctive ways: Low asthma ED users with no inpatient utilization, low asthma ED users and inpatient one-timers, high asthma and non-asthma ED users, moderate asthma-related ED and inpatient users, and asthma inpatient superutilizers. Phase 2 identified 54 potential interventions. Of these, the key stakeholder panel identified 13 that they believed hold the most promise for reducing childhood asthma-related ED use and hospitalizations. Five of the interventions were schoolbased, 3 were home-based, 4 were health care setting based, and 1 was a large multifaceted intervention.
Conclusions: Cluster analysis of Camden hospital data reveals patterns of acute care utilization and socio-behavioral complexity that can inform interventions for reducing asthma-related pediatric ED use and hospitalizations. Based on focus group and stakeholder input, interventions that address asthma control in the school, the home, the community, and those that will improve access to ambulatory care are the most likely to be successful in reducing asthma-related ED use and hospitalizations. Study Objectives: Appendicitis is a common diagnostic challenge in the emergency department (ED). Established prediction rules, such as the Pediatric Appendicitis Score (PAS), have shown moderate discrimination and may encourage overuse of diagnostic imaging. A new prediction tool -the pediatric Appendicitis Risk Calculator (pARC) -recently derived and validated in a retrospective cohort of patients from children's hospitals, aims to identify pediatric patients with acute abdominal pain who are at either low or high risk of appendicitis based on clinical and laboratory data. We sought to prospectively evaluate the performance of the pARC score in a community ED setting.
Methods: We conducted this multicenter, prospective validation study from 10/ 1/16 to 4/30/18 in 11 community EDs within a large integrated delivery system participating in a larger cluster randomized trial of electronic clinical decision support for children and adolescents with acute abdominal pain. Patients aged 5-20.9 years with a chief complaint of abdominal pain and < 5 days of right-sided or diffuse abdominal pain were enrolled in the study by the treating ED physician via a Web application embedded in the electronic health record (EHR) to collect pARC and PAS clinical variables. We excluded patients with abdominal trauma, pregnancy, and known history of appendectomy. Demographics, diagnostic testing, and outcomes (appendicitis, perforation, negative appendectomy rate [NAR], missed appendicitis) were identified from automated EHR data with confirmation through manual review of surgical and pathology notes. Descriptive results are reported by pARC score risk category and validation analyses included discrimination (receiver operating characteristic [ROC] ) and calibration (goodness of fit) of the PAS and pARC.
Results: We enrolled 1948 eligible patients, 898 (46.1%) were male and the mean age was 11.9 years (IQR 8, 15) . Appendicitis was confirmed in 310 (15.9%), 46 (14.8%) had perforation, NAR was 6.1% and missed appendicitis occurred in 12 patients (0.6%). Distribution of categorical pARC scores was: low risk (<15%), 1071/1948 (55%); intermediate risk (15-74%), 37.5%; and 3) high risk (>74%), 7.5%. Appendicitis diagnosis rates ranged from 1.8% in low-risk group to 74.1% in the high-risk group. Score performance in Figure indicates an area under the curve for pARC of 0.89 (95% CI 0.88-0.91). Calibration found a Hosmer-Lemeshow goodness of fit of p¼0.15. Of the 19 pARC low-risk patients with ED diagnosis of appendicitis, the mean pARC score was 7.1% and 15 (78.9%) had duration of pain <24 hours. There were no low-risk patients with perforation and there was one with a missed appendicitis.
Conclusions: The pARC can accurately quantify risk of appendicitis in children who present to community EDs with acute abdominal pain and it outperforms the PAS. More than half of patients in this community validation sample with background rate of appendicitis of 16% could be accurately classified as low or high risk for appendicitis. Regular incorporation of the pARC score into clinical practice can help guide imaging and treatment decisions. Methods: This was an institutional review board-approved observational cohort study of out-of-hospital pediatric cardiac arrest patients data routinely collected as part of quality improvement operations. Our County EMS system serves over 600,000 residents, covers a 2000 square mile area, and responds to over 80,000 calls per year.
Participants included pediatric patients who sustained a cardiac arrest from any cause for whom EMS system was activated. Data were entered onto Utstein-style data abstraction tool. Abstractors were blinded to outcome of interest. Statistical analyses were performed using JMP 12.0 for the Mac.
Results: Data from the last year complete year (year 2) were compared to those of the prior year (year 1).
There were 40 arrests in year 2, and 35 in year 1. The ROSC rate was significantly different between the two. In year 1, the ROSC rate was 29%, and in year 2 it was 50%. A higher ROSC rate was associated with a shorter time to epinephrine administration (7.65 to 5.6 min), the arrest being witnessed (0% versus 23%, p¼0.0025), and placement of an AED (66% versus 43%, p<0.0001).
Conclusions: On-scene prompt epinephrine administration in pediatric cardiac arrest appears to be associated with an improved rate of ROSC.
